tion of the reality; and last, and most important, there may be in both partners a strong subconscious need for a pregnancy as a needful love object, as a punishment or as a gift to a punitive or noncaring parent.
This accounts for the fact that neither the knowledge of contraceptive techniques nor their availability prevents girls becoming pregnant; so that if we accept the fact of premarital intercourse we must also accept that what the individual brings to her sex experience may be a healthy ability to love, but may also be a gross immaturity or neuroticism or even a more severe sickness. We must also accept that until the person is ready to tackle this experience realistically he may be badly damaged, and that until this happens the person may be very vulnerable as regards pregnancy, so that the offering of birth control advice to young people must be seen first in its likely sociological effects, its sanction of sexual relationships, and second in the effect to the individual.
The doctor has to see what may be a problem underlying the apparent need for practical help. In that he is a very trusted member of society, the doctor is often forced by the public, by the parent, by the young person and by his own feelings, into a role that is very difficult to understand. It may be that an adolescent sees his family doctor as an extension of his family. Young people in conflict with parents might judge that the doctor too would be against them. Parents might expect collusion from doctors. Perhaps it is for this reason that young people can more easily seek advice outside the extended family, with a new doctor. It is also a fact that, as we all have differing attitudes, our own reactions to the patient might be confused. Are we there as therapists, as father figures, or just as technicians? Do our attitudes to sexual morality therefore influence how we treat the patient, and should they? REFERENCE Schofield M (1965) David Frost defined adolescence as 'that period between being too old to travel half price on buses and too young to drink in a pub. It lasts about two weeks.' This definition correctly identifies the importance of status transformation and the impatience for it, but perhaps underestimates the duration and complexity of the transition. I propose to discuss some aspects of the doctor role in treating the psychological difficulties encountered in this transitional period.
My own experience in the psychological problems of the adolescent is derived mostly from general practice and, in the last three years, from working in student health. I shall compare these experiences and subsequently illustrate some of the problems of understanding adolescents with particular reference to two cases. During my time in general practice I saw relatively little of this age group. I have often asked myself since then why this was the case. I believe this is quite a common experience for the family doctor and suspect that it reflects in part the fact that the general practitioner is perceived by the adolescent as an authoritarian figure allied to the parents, and is hence difficult to approach for the adolescent who is essentially pre-occupied with testing his capacity for independence from the family. Working with students, however, it has become clear that this distrust of 'parent figures' does not preclude the late adolescent from seeking help from doctors under other circumstances; for at Sussex University, with a well-staffed and psychiatrically orientated service, we find that some 15 % of the student population receive some psychotherapy during their time at university. I think this contrast of general practice and student health experience suggests that there may be a case for some separation of services for the adolescent from the family doctor. In any case, I am sure we ought to think in terms of setting up a range of alternative sources of help with alternative modes of access, starting at the top with the long overdue provision of adolescent units in hospitals, developing alternative agencies like the youth advisory clinics and perhaps also developing, within the context of group practices, some degree of age specialization.
In general practice the difficulty is one of communication. Successful communication with any other person involves understanding not only the surface meanings of his words and actions, but understanding the meaning of these words and actions in terms of his view of himself and his view of us and of the world.
We all tend to arrange our experience of the here and now world within limits set by the assumptions, expectations and fantasies of the world of our childhood. For the adolescent, this world is more immediate and, under threat, there is a tendency to regress more dramatically to operating in its terms. As doctors, we are particularly liable to provoke fantasy and regression in our patients. If we are to help a psychiatrically disturbed adolescent we have to recognize in him or her the thinly disguised child part, and tolerate within limits its protests and demands, while maintaining contact and co-operation with the Section ofGeneral Practice adult part. I do not think that this is essentially different from the task in any psychotherapy, but the violence and desperation of the adolescent may provoke more anxiety and more defensiveness in the doctor, and the age difference offers a temptation to retreat behind authority or emotional distance (neither of which is tolerable to the adolescent).
The two case histories of student patients which I am presenting have been modified in detail to preserve anonymity. I have chosen them also to illustrate the current preoccupation of a section of adolescents with drug-taking, because this is an aspect of adolescent behaviour which many adults find particularly puzzling and disturbing.
The first case is that of a male physics student who was working poorly and requested treatment early in his second year after previous tentative consultations. There were many interruptions in therapy due to his failure or cancellation of appointments, and he repeatedly failed to bring back some psychological tests he had been asked to complete; behaviours clearly expressing towards me the problems he was expressing in relation to the university. In his early sessions he described his work difficulty as consisting of an inability to do compulsory tasks. He would write up, but not hand in, problem sheets or practical notes. He would read beyond the syllabus and follow up theoretical points which interested him, while omitting to cover the work set for his next tutorial. He had had somewhat similar difficulties while at school, where in particular he had a very hostile relationship with his form master. This relationship was described in early sessions with great frequency and vigour and it seemed likely that the form master was a cover figure, receiving anger felt, but never acknowledged or expressed, towards his father, who was a powerful, driving, highly achieving man. This interpretation was suggested to the patient and eventually accepted, and he talked thereafter of various resentments he felt towards his father, in particular of the ways in which his father's concern always took the form of taking over whatever project he shared with the patient. Following this phase of treatment there was some acting out of his resentment towards his father: for example, buying a second hand car against advice, and borrowing his father's fishing tackle, obviously and without permission.
As I saw it, the work problem stemmed from this parental problem, reflecting his need to prove his capacity to withstand demands made upon him. The work, however, did not improve, and increasing disciplinary warnings were issued. Finally he confessed to a further problem, namely the fact that he was involved in marijuana-taking up to three or four nights every week, spending most of the night up in the company of friends making music or talking. Virtually the whole of his social life centred upon this group. It represented, I believe, a polar opposite to the world which conforming to demands and achieving represented; a world which his father, probably also his mother, and certainly the university, exemplified. In the cosy good world of 'pot' there was nobody to judge or control one, no one was critical or competing, and the drug gave relaxation from tension and at times a sense of new understanding, such as a feeling of comprehending relationships between quantum theory and existentialism. Not long after this had been discussed he experimented with LSD, taking the drug in the manner which I believe to be conventionalthat is to say in the company of one fellow 'tripper', under the supervision of a third person who was the supplier and a kind of priest of the cult. The trip which he described was fairly conventional: perceptual distortions, profound unease and persecutory feelings especially towards the other person involved and subsequently a sense of having had an indescribable, deeply significant experience. From this he seemed to learn at the level of feeling what so far in treatment had not been very successfully established, namely the degree to which his own perceptions had structured his experience of others. Following this he became less unrealistic and neurotic in his attitudes to work.
The second case is a female student who presented with agitation and depression due to her failure to respond lovingly to her Indian boy friend. A previous affair, also with an Indian, had ended painfully. She was the eldest child of a minister; her father had been away during the early years of her life and his return had coincided with the death of a loved grandfather and was followed by the birth of subsequent children. She had become a demanding, difficult, unhappy child who provoked impatience and rejection to some degree from both parents. In due course she had found first school, and later university, to be empty and meaningless in human terms. A visit to India during her first long vacation, however, had provoked a profound attachment; there, she felt, people lived in a true community. On her return she ceased to make any attempt to make close contact with European fellow students and she planned her university course with a view to returning after graduation to India. She was active during this time in various radical University groups, working particularly in those concerned with racial equality and against the war in Vietnam. In the case of this girl f think one sees mechanisms of splitting and polarization. The sadness, coldness and anger she felt in her childhood were denied direct acknowledgment or expression and were projected out into the successive cold worlds of school and university, to be balanced only by a fantasy good world which lndia had come to represent. Faced with the reality of a relationship, however, she found that her love was locked away with her sadness and anger. In treatment she was co-operative, but always spoke in a flat even tone with no direct indication of emotion. She saw me as entirely impersonal and was very doubtful whether I could be of any help, being convinced that only living in a good community could solve her problems. Her feelings about my distance and coldness were forcibly expressed in a session after she had (for the first time) wept, and soon after this she demanded that I should arrange for her to have LSD. I interpreted this as an evasion of her relationship with me and advised against it, because I felt that her problem was not simply to liberate her store of feeling, but to integrate it. However, after further discussion I agreed to refer her for a second opinion. This concurred with mine, and she returned from seeing the psychiatrist in a flaming anger with him and with me. Thereafter she became much more able to express both positive and negative feelings in treatment. Not long after this her relationship with her Indian boy friend went through a severe crisis in which for the first time anger was exchanged, followed by reparation and some sense of growth and liberation on her part. I have tried to illustrate various things with these case histories. One is the long-recognized, but in practice still under-acknowledged, degree to which early family relationships continue to influence behaviour. Neither of these two patients was comprehensible until the way in which they perceived themselves and the world had been communicated. In both cases this was communicated in two ways, through their account of their family and their childhood and through their behaviour in treatment.
The second point I want to make refers to the complexity of the relationship between the patient's inner world and the outer world. The first patient had built up an elaborate defence against his fear of his own passivity and his anger with his powerful father, converting them into a pervasive resistiveness towards anyone making demands upon him (including me as his therapist). To balance the demanding world which he felt bound to resist and which the university in particular represented, he had joined a private world of institutionalized passivity, resistive to the world outside by virtue of its illegality, passive and regressive in its use of drugs to resolve tensions and to deny conflicts.
The second patient, unable to deal with the cold sad angry feelings within her, had projected these on to the outside world; fearing her own destructiveness and hostility she could find only their reflection in others, and sought to balance this through a fantasy. Only by facing the reality of another person, in treatment and with her boy friend, did she face the roots of the world's apparent coldness in herself and to a degree begin to discover her own potential for love.
The third point I want to make is more general and more conjectural. I have chosen two patients where drugs were involved in some way, because we are now witnessing in our society a new type of illegal drug-taking, a cult or a fashion which finds a response in many adolescents. This cult centres particularly on marijuana and LSD. Can we learn anything about the meaning of the cult from these patients? I think we probably can. Of the two, the first could not cope with power because of a basic fear of his father's power, and drugs to him were the passport to a world where power does not exist. For the second patient, the obstacles to love in this world at large seemed overwhelming and could only be overcome by violent political change, just as the obstacles to love in herself could only be removed through the violence of a drug.
But when these patients' behaviours, beliefs and attitudes to drugs are related to their psychopathology, have we explained away the problems which concerned them? I do not think we have. I believe the rejection by my first patient of the world which seemed only to demand achievement and the rejection by my second patient of the world which seemed to deny love, were expressions of their neuroses, but that their neuroses were in turn expressions of a real malaise in the world, a world in truth often characterized by the denial of human bonds, by the placing of supreme value upon productivity and achievement and by institutionalized violence. The adolescent response to this world may be conformity, or identification, for example in delinquency, or one of rejection. I believe that at different levels drugtaking, the flower people, the protest movements and perhaps the shift from science to arts amongst school leavers, may all be seen as signs of a rejection of this world at the present time; a rejection often as irrational and incomplete as the world it protests against, but expressing something about which our world does perhaps need to be reminded.
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